DURING THE PAST TWO YEARs 50 cases of Dupuytren's contracture (44 males, 6 females) have presented themselves for treatment at the Surgical Out-Patient Department, Edinburgh Royal Infinnary. Of these, 36 have submitted themselves to a questionnaire and review of their condition. Certain of their features are of interest, and appear worthy of consideration. They form the subject of the present study.
ANATOMY
The detailed anatomy of the fascia of the palm is of some importance in deciding a rational approach to treatment of Dupuytren's contracture. Excellent accounts have been given by Hutchinson, 7 Horwitz6 and Skoog.10 The palmer fascia is proximally continuous with the palmaris longus tendon. When this is absent it is continuous with the fascia of the forearm. It is composed chiefly of longitudinal fibers in four bundles; a transverse sheet of interweaving fibers bridges the intervals, and this is more developed across the transverse creases of the hand, where it is attached to the skin. Proceeding into the fingers, fibers blend in succession with the transverse creases of the digits (Fig. 1) ; at the webs between the fingers transverse fibers are also evident.
* Submitted for publication December, 1950. f Assistant Surgeon, Edinburgh Royal Infirmary. Surgeon The edges of the aponeurosis blend with the thin fascia over the hypothenar and thenar eminences, sending fibers to the skin. Better developed bands of fibers are present in the web of the thumb, and others pass longitudinally to the phalanges of the thumb. Proximally many of the deeper fibers are firmly fixed to the flexor retinaculum. Well formed septa pass dorsally from the aponeurosis; the proximal edges of the septa are strong and pass just distal to the vascular arches of the hand. There are eight such septa running from the deep surface of the aponeurosis. They pass on either side of the flexor tendons and gain insertion into the sides of the volar surface of the metacarpal shafts. Each septum on the radial side of the tendon splits to enclose the lumbrical muscle; this constitutes a well formed lumbrical canal distally. Prior to their attachment to the metacarpals these septa have connections across the interosseous spaces forming slings to support the digital nerves and branches of the superficial palmar arch. Beneath those slings each metacarpal branch of the deep palmar arch runs. Where the adductor pollicis muscle passes toward the third metacarpal, the septa arch over the distal border of the muscle (Figs.  2 and 3) .
On reaching the webs of the fingers, the longitudinal bundles of the aponeurosis criss-crossing with the superficial transverse palmar ligaments send fibers backwards on either side of the fingers, which continue the septal sheets of the palm into the digits. 186
These sheets pass obliquely backwards to be attached to the ridged lips of the volar aspect of the proximal and middle phalanges and the intervening joint capsules (Fig. 1) On examining the macroscopic appearances, the fat of the palm is found to be lost and replaced by dense scar tissue blending skin to aponeurosis. The skin itself assumes a sclerodermatous change. Muscles, nerves, vessels and fibrous tendon sheaths are not involved directly, though they may be in close contact with the fibrous hyperplasia. The hypertrophy is found to take place within the anatomical distribution of the palmar fascia and its prolongations. The firm attachments to the phalanges raise exostoses on the volar surfaces of the bones, especially the middle phalanx (Fig. 6) (Fig. 7) . Histologic section of a dorsal nodule (Fig. 8) Amputation was considered advisable in cases with a severely contracted finger; and Chitty's maneuver4-filletting the finger and using the skin as a whole thickness graft in the palm can be employed with benefit in such cases. No excision of skin and free grafting was employed in our series. Hutchinson's7 operation-excising the head of the proximal phalanx and shortening the extenCertain complications occurred. Hematoma formation developed seven times; this was probably due to insufficiently firm pressure when bandaging after removal of the tourniquet. This complication did not interfere with subsequent satisfactory recovery. A degree of sepsis was noted in a further eight cases, perhaps due to the difficulty in sterilizing the hands of manual workers operated on as out-patients. Slight skin necrosis at the edges of the wound occurred in a few cases, and in one patient in whom the stitches were removed at the end of a week, instead of the usual period of ten days to a fortnight, the palm wound gaped open and had to have fresh suturing. 192 The functional result was 
